Case report
A 79-year-old lady was admitted to hospital following a haematemesis. At that time she was also noted to have an irreducible, non-tender femoral hernia. Endoscopy was attempted, but abandoned as it was thought she might have a pharyngeal pouch. Barium swallow and meal confirmed the presence of a pouch but was otherwise normal.
The patient was discharged only to be readmitted 3 months later with an enlarging femoral hernia, abdominal pain and vomiting. She was hypotensive, peripherally vasoconstricted and extremely dyspnoeic with evidence of chronic obstructive airways disease. There was a massive left femoral hernia which was irreducible and tender. There were no significant abdominal signs. A naso-gastric tube was passed and 2 litres of 'coffee-ground' fluid aspirated. Concomitantly there was a marked reduction in the size of the hernia.
At laparotomy the stomach was seen to be incarcerated in the hernia. When the hernia was reduced, the anterior wall of the stomach was found to be necrotic over an area of approximately 8 by 5 cm with a more extensive area of mucosal damage. It was noted that she was visceroptopic and there was scarring of the small intestine, mesentery, omentum, right colon and appendix. The necrotic anterior gastric wall was excised and the defect closed. The neck of the hernial sac admitted four fingers but as the patient was profoundly hypotensive at this stage a simple closure of the femoral ring was all that was deemed advisable, the sac itself being left in situ.
She recovered well postoperatively but she developed a recurrent hernia which subsequently required a definitive repair through a combined high and low approach.
Discussion
The herniation of omentum, small intestine, colon, appendix (Duari, 1966; Voitk, Macfarlane and Estrada, 1974; Jacobson, 1978) and fallopian tube and ovary (King, 1978) in femoral hernias have all been well described. The stomach may occasionally be included in the contents of an inguinal hernia and very rarely becomes strangulated, three cases having been reported (Gue, 1970; Padmanabhan and Lowenfels, 1976; Nagendran, 1977) . This complication has not been recorded in a femoral hernia. This patient's visceroptopic peculiarities and the very wide femoral ring presumably permitted the abdominal viscera, including the stomach, to migrate into the hernial sac. In retrospect, the previous admission to hospital is also of interest as it is likely that the haematemesis was due to another episode of gastric strangulation in the hernia but which spontaneously reduced.
